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A B S T R A C T

Objective: To compare the usefulness of vaginal danazol and diphereline in the management of intra-

operative bleeding during hysteroscopy.

Design: Randomized controlled clinical trial.

Setting: University hospital.

Patients: One hundred and ninety participants of reproductive age were enrolled for operative

hysteroscopy. Thirty women were excluded from the study.

Interventions: One hundred and sixty participants with submucous myomas were allocated at random

to receive either vaginal danazol (200 mg BID, 30 days before surgery) or intramuscular diphereline

(twice with a 28-day interval).

Main outcome measures: Severity of intra-operative bleeding, clarity of the visual field, volume of media,

operative time, success rate for completion of operation and postoperative complications.

Results: Overall, 145 patients completed the study. In the danazol group, 78.1% of patients experienced

no intra-operative uterine bleeding, and 21.9% experienced mild bleeding. In the diphereline group,

19.4% of patients experienced no intra-operative uterine bleeding, but mild, moderate and severe

bleeding was observed in 31.9%, 45.8% and 2.8% of patients, respectively. The difference between the

groups was significant (p < 0.001). A clear visual field was reported more frequently in the danazol group

compared with the diphereline group (98.6% vs 29.2%, p < 0.001). The mean operative time was 10.9 min

and 10.6 min in the danazol and diphereline groups, respectively (p = 0.79). The mean volume of infused

media was 2.0l in both groups (p = 0.99). The success rate was 100% for both groups with no intra-

operative complications.

Conclusion: Both vaginal danazol and diphereline were effective in controlling uterine bleeding during

operative hysteroscopy. However, vaginal danazol provided a clearer visual field.

� 2015 Elsevier Ireland Ltd. All rights reserved.

Contents lists available at ScienceDirect

European Journal of Obstetrics & Gynecology and
Reproductive Biology

jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate /e jo g rb
Introduction

Abnormal uterine bleeding is a significant issue, often caused by
uterine fibroids [1]. Hysteroscopy can be used for visualizing and
treating intra-uterine benign focal lesions. This operative tech-
nique is best performed with a flat and/or atrophic endometrium
[2]. Complete myoma resection is one of the main determinants of
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treatment success. However, hysteroscopy may not be successful
due to continuous uterine bleeding. Endometrial thickness or
intra-uterine pathologies may further narrow the already-limited
space, and obscure the vision in ways that are not safe and
acceptable for the procedure. Any effort to enhance the feasibility
of hysteroscopy will increase its success rate. Different pharma-
ceutical compositions are used before surgery to reduce the
thickness of the endometrium in order to improve visibility during
surgery, such as gonadotropin-releasing hormone (GnRH) agonists
[3] and other anti-estrogenic compounds such as cabergoline [4],
raloxifene plus progestins [5], ulipristal acetate [6] and gestrinone
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Table 2
The percentage of intraoperative bleeding and view in group 1 (danazol) and group

2 (diphereline).

Variable Group 1

% (N)

Group 2

% (N)

p-value*

No bleeding 78.1 (57) 19.4 (14) <0.001

Mild bleeding 21.9 (16) 31.9 (23)

Moderate bleeding 0.0 45.8 (33)

Severe bleeding 0.0 2.8 (2)

Light view 98.6 (72) 29.2 (21) <0.001

Dark view 1.4 (1) 70.8 (51)

* Differences were considered statistically significant at p < 0.05, N = number.

Table 1
The characteristics of the studied patients; group 1 (danazol) and group 2

(diphereline).

Variable Group 1 (n = 73)

Mean � SD

Group 2 (n = 72)

Mean � SD

p-value*

Age 40.22 � 5.12 39.50 � 5.25 0.14

Gravidity 3.05 � 1.54 4.14 � 1.71 0.76

Parity 2.58 � 1.33 2.72 � 1.79 0.56

Length of disease (months) 32.04 � 3.96 18.60 � 2.52 0.01

Number of myomas 1.36 � 0.59 1.25 � 0.53 0.25

* Differences were considered statistically significant at p < 0.05.
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[7]. Although GnRH agonists have been used to reduce the size of
uterine fibroids and to prepare the uterine cavity for hysteroscopic
resection, the advantages of their use are still being questioned [8].

More recently, danazol has been administered for the treatment
of endometrial hyperplasia with satisfactory results [9]. Danazol
treatment, along with expression of hypoestrogenism through
inhibition of the hypothalamic-pituitary axis, decreases aromatase
expression with a direct, albeit dose-dependent, effect on the
endometrium [10]. In cases of ‘‘minor’’ hysteroscopic surgery (e.g.,
removal of intracavitary fibroids), GnRH agonists may be consid-
ered too expensive and seen as ‘‘overtreatment’’. In such cases,
danazol, which is less expensive with a shorter treatment course
for pre-operative endometrial preparation, may be considered to
be more suitable and sufficient to obtain satisfactory results and a
better surgical environment. Danazol is also capable of reducing
uterine volume, menorrhagia, endometrial thickness and length of
surgery [10].

This randomized controlled clinical trial was designed to assess
the short-term intra- and postoperative outcomes and consequent
quality of treatment when using vaginal danazol before hystero-
scopic surgery compared with GnRH agonists.

Materials and methods

This randomized controlled clinical trial was conducted from
August 2013 to January 2015 at Alzahra Teaching Hospital, Tabriz
University of Medical Sciences. One hundred and ninety partici-
pants of reproductive age with a history of persistent mild-to-
moderate uterine bleeding that was resistant to treatment, and
submucous myomas <4 cm in diameter as the underlying cause of
bleeding were enrolled. One hundred and sixty of these women
were eligible for hysteroscopic resection of the myoma. The
researchers received ethical approval from the University Ethical
Committee and the patients’ informed consent was obtained. Pilot
study data indicated that 29% of patients in the diphereline group
experienced no intra-operative uterine bleeding, and 52% of
patients experienced no intra-operative uterine bleeding in the
danazol group. Thus, our study required 72 experimental subjects
and 72 control subjects in order to reject the null hypothesis that
the intra-operative uterine bleeding experience rates for experi-
mental and control subjects are equal with a power of 0.8. The Type
I error probability associated with the test of the null hypothesis is
0.05. In order to reject the null hypothesis, then, each group had a
sample size of 80. Random sampling was used to assign the
patients to groups. Randomization was performed using Rand List
Version 2.1 (DatInf GmbH, Tübingen, Germany) with sequentially-
numbered containers. Research coworkers introduced the eligible
patients to the main researcher who generated the random
allocation sequence, enrolled the participants and assigned
participants to interventions. Pap smear, transabdominal and
transvaginal sonography and official endometrial sampling were
all undertaken to determine the pathology of the endometrium
before pharmaceutical treatment. Patients with hypertension;
liver problems; adnexal pathology; lung, renal, cardiovascular and
metabolic diseases; cervical and uterine cancer; submucous
myomas >4 cm in diameter; uterine septa; genital tract infections;
pregnancy and recent history of anticoagulant consumption were
excluded. Eligible patients were divided at random into two equal
groups. One group received vaginal danazol (200 mg BID) (Cipla
Ltd, Mumbai Central, Mumbai, India), which was placed into the
posterior vaginal fornix every 12 h for 30 days prior to
hysteroscopy (starting on the first day of menstrual bleeding),
and the other group received diphereline (3.75 mg/im) (IPSEN
Pharma Biotec, Paris, France) every 28 days for 2 months prior to
hysteroscopy, starting on the 18th day of the menstrual cycle. The
amount of bleeding during surgery was determined using an
ordinal scale. During surgery, the amount of bleeding was
classified from zero (no bleeding) to 5 (severe bleeding) by
agreement between the surgeon and nurse. In addition to routine
blood tests, sodium and potassium levels were measured before
surgery and 6 h after surgery. Changes in blood pressure and heart
rate during anaesthesia were documented. Dextrose 5% was used
as a medium in both groups. Care providers and those assessing the
outcomes were blinded after assigning the patients to the
interventions. All patients underwent general anaesthesia in the
same way, and the same surgeon performed all procedures.

Statistical analysis

Data are expressed as mean � standard deviation (SD) and
frequency (%). Statistical Package for the Social Sciences Version 16
(SPSS Inc., Armonk, NY, USA) was used to analyze the data. Normally
distributed quantitative data were studied using a Kolmogorov–
Smirnov test and a q–q plot. A t-test was used for independent
samples to compare quantitative variables. Qualitative data between
the two groups were compared using Chi-squared test or Fisher’s
exact test, and p < 0.05 was considered to indicate statistical
significance. In terms of length of disease, the standard error of the
mean has been reported rather than the SD.

Results

One hundred and forty-five patients (73 patients in the danazol
group and 72 patients in the diphereline group) completed the
study. The CONSORT flow diagram is shown in Appendix A, and the
characteristics of the patients are summarized in Table 1. Details of
intra-operative bleeding and intra-uterine view in the two groups
are shown in Table 2; the differences between the two groups were
statistically significant (p < 0.001). The results of pre-operative
partial thromboplastin time (PTT) in the danazol and diphereline
groups were 30.5 � 2.2 and 32.2 � 3.2, respectively; this difference
was significant (p < 0.001). The results show that postoperative
serum haematocrit and haemoglobin levels were significantly lower
in the diphereline group compared with the danazol group [2.5% vs
1.3% (p = 0.01) and 0.9 vs 0.3 mg/dl (p < 0.001), respectively]. The
mean serum volume used during surgery in the danazol and
diphereline groups was 2.0 � 1.2 l and 2.0 � 1.4 l, respectively
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(p = 0.99). There was no significant difference in the mean length of
surgery between the danazol (10.9 � 5.9 min) and diphereline
(10.6 � 6.4) groups (p = 0.79). There were no anaesthetic complica-
tions in any of the patients in either group. Nausea was only reported
in one case (1.4%) as a postoperative complication in the danazol
group (Fisher’s exact test, p = 0.05). Surgery was completed success-
fully in all patients in both groups.

Comments

Success of hysteroscopic surgical procedures is strongly
dependent on constant surgical field visibility. Operative hyster-
oscopy is best performed with a thin endometrium because it is
easier to remove the intra-uterine pathology. Thus, the operating
time will be shortened and the need for distension media for
inspection of the uterine cavity will be reduced. Some studies have
shown that using danazol or GnRH agonists to reduce the thickness
of the endometrium before operative hysteroscopy resulted in
better intra-operative and short-term postoperative outcomes.
According to Tan and Lethaby, GnRH agonists produce slightly
more consistent endometrial thinning than danazol, although both
achieve satisfactory results [11]. The present study compared the
efficacy and complications of vaginal danazol and diphereline in
women with uterine myomas who were candidates for hysteros-
copy. The results show that vaginal danazol was superior to
diphereline in terms of the amount of intra-operative bleeding and
clarity of the field of visibility during hysteroscopy. In addition, oral
danazol and GnRH agonists have both been used with high efficacy
in the treatment of endometriosis [12]. Cobellis et al. showed that
the use of local danazol (vaginal or intra-uterine) was very
effective for the treatment of endometriosis, and related complica-
tions were negligible [13]. In agreement with the present results,
Campo et al. evaluated the influence of GnRH analogues for
resectoscopic myomectomy, and found a significantly longer
surgical time in pretreated patients [14]. Although GnRH agonists
are effective for this purpose, the total cost is significantly higher
due to the high price of these drugs [15]. Previous studies have
focused on the efficacy of oral danazol in presurgical preparation of
the endometrium for hysteroscopy or uterine bleeding control
[16]. Tinelli et al. studied 6 months of treatment with oral danazol
(200 mg/daily) and diphereline (3.75 mg/month) in two different
groups; the reported incidence of side effects associated with oral
danazol was higher, so its tolerability was lower compared with
diphereline [17]. In other studies, it has been shown that GnRH
analogues and danazol are the best-known and most effective
treatments for presurgical preparation of the endometrium to
improve the performance of hysteroscopy [18]. Tan and Lethaby
[11] studied the efficacy and side effects of GnRH agonists and oral
danazol to reduce the thickness of the endometrium before surgery
in women with uncontrollable uterine bleeding. According to these
authors, the endometrial thickness was slightly thinner in the
GnRH agonist group than the danazol group, although both were
accompanied with a satisfactory result. Conducting the procedure
was easy, bleeding was controlled more effectively, and there was
high patient satisfaction. In contrast to the present study, which
found no significant difference in the surgical time between
groups, Tan and Lethaby found that surgical time was lower in the
GnRH agonist group compared with the danazol group, and both
GnRH agonists and oral danazol had side effects in a large number
of patients [11]. Another study reported that GnRH agonists and
oral danazol had similar efficacy in preparing patients for
endometrial destruction to stop uterine bleeding [19]. In contrast,
Rai et al. found no improvement in clinical outcome and patient
satisfaction in patients treated medically with oral danazol,
medroxyprogesterone acetate or nafarelin before hysteroscopic
resection of the endometrium [20]. Accordingly, although oral
danazol could significantly reduce or stop uterine bleeding, the high
incidence of side effects (metabolic and non-metabolic) has limited
its use for this purpose [9]. However, some previous studies have
reported good outcomes for vaginal danazol with few and
insignificant systemic side effects [13,21]. Florio et al. compared
the usefulness of vaginal danazolas a pre-operative preparation for
hysteroscopic surgery with oral danazol. The patients who received
vaginal danazolhad significantly morehypotrophic endometrium, a
shorter operative time, lower infusion volume, fewer side effects and
higher surgeon satisfaction compared with patients who received
oral danazol without any complications [2]. Similar to the present
study, Mais et al. found that the use of vaginal danazol for 3 months
before removal of endometrial polyps or hyperplasia was accompa-
nied with a significant reduction in blood loss and no major
complications [9]. In this regard, a study by Luisi et al. reported the
successful vaginal administration of danazol tablets with no
significant adverse effects, and the efficacy and safety of vaginal
danazol was consistent with the present findings [22]. Moreover, it
has been shown that endometrial thinness facilitates hysteroscopy
and reduces the need for media infusion, which is accompanied with
a low risk of fluid absorption and changes in serum electrolytes.
Therefore, the risk of anaesthesia-related complications is also
reduced. The incidence of serious complications in endoscopic
surgery is high. Serum sodium levels at the end of the operation,
amount of irrigation fluid and age are strong independent factors
associated with this problem. Thus, these factors must be taken into
account in these procedures [23].

The absence of anaesthesia-related complications in all patients
in the present study could be evidence for the efficacy of both drugs
in this area. It has been demonstrated that vaginal administration
rather than oral administration of danazol provides the endome-
trium with sufficient levels of the drug, while the systemic levels of
the drug and the risk of related complications are reduced
[2,17]. This may justify the lack of serious side effects in patients
receiving vaginal danazol in the present study. In terms of cost-
effectiveness, the high cost of GnRH agonists has been cited as the
restricting factor for its use in these procedures. Therefore, danazol
is recommended instead. One limitation of this study was that
unmarried women could not be included, as they could not use
vaginal danazol.

Based on the findings of this study, vaginal danazol is preferred
to GnRH agonists in patients who are candidates for hysteroscopic
resection of myomas, as danazol allows for better and faster access
to the uterine wall to see and perform the procedure. More
prospective studies are recommended to compare the long-term
outcomes of these patients.

Funding

This study was funded by a grant from the Women’s
Reproductive Health Research Centre, Tabriz University of Medical
Sciences.

Registration number and name of trial registry
IRCT: IRCT201307305283N8.

Acknowledgements

The authors wish to thank all the participants for making this
study possible.

Appendix A. Supplementary data

Supplementary data associated with this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.ejogrb.2015.10.
021.

http://dx.doi.org/10.1016/j.ejogrb.2015.10.021
http://dx.doi.org/10.1016/j.ejogrb.2015.10.021


M. Sayyah-Melli et al. / European Journal of Obstetrics & Gynecology and Reproductive Biology 196 (2016) 48–51 51
References

[1] Bennett AR, Gray SH. What to do when she’s bleeding through: the recognition,
evaluation, and management of abnormal uterine bleeding in adolescents.
Curr Opin Pediatr 2014;26:413–9.

[2] Florio P, Filippeschi M, Imperatore A, et al. The practicability and surgeons’
subjective experiences with vaginal danazol before an operative hysteroscopy.
Steroids 2012;77:528–33.

[3] Muzii L, Boni T, Bellati F, et al. GnRH analogue treatment before hysteroscopic
resection of submucous myomas: a prospective, randomized, multicenter
study. Fertil Steril 2010;94:1496–9.

[4] Melli MS, Farzadi L, Madarek EO. Comparison of the effect of gonadotropin-
releasing hormone analog (Diphereline) and Cabergoline (Dostinex) treatment
on uterine myoma regression. Saudi Med J 2007;28:445–50.

[5] Cicinelli E, Pinto V, Tinelli R, Saliani N, De Leo V, Cianci A. Rapid endometrial
preparation for hysteroscopic surgery with oral desogestrel plus vaginal raloxi-
fene: a prospective, randomized pilot study. Fertil Steril 2007;88:698–701.

[6] TrefouxBourdet A, Luton D, Koskas M. Clinical utility of ulipristal acetate for
the treatment of uterine fibroids: current evidence. Int J Womens Health
2015;7:321–30.

[7] Triolo O, De Vivo A, Benedetto V, Falcone S, Antico F. Gestrinone versus danazol
as preoperative treatment for hysteroscopic surgery: a prospective, random-
ized evaluation. Fertil Steril 2006;85:1027–31.

[8] Okohue JE. Hysteroscopic myomectomy: is there a place for pretreatment with
GnRH agonist? WJOLS 2009;2:53–6.

[9] Mais V, Cossu E, Angioni S, Piras B, Floris L, Melis GB. Abnormal uterine
bleeding: medical treatment with vaginal danazol and five-year follow-up. J
Am Assoc Gynecol Laparosc 2004;11:340–3.

[10] Razzi S, Luisi S, Calonaci F, Altomare A, Bocchi C, Petraglia F. Efficacy of vaginal
danazol treatment in women with recurrent deeply infiltrating endometriosis.
Fertil Steril 2007;88:789–94.

[11] Tan YH, Lethaby A. Pre-operative endometrial thinning agents before endo-
metrial destruction for heavy menstrual bleeding. Cochrane Database Syst Rev
2013;11:CD010241.

[12] Wong AY, Tang L. An open and randomized study comparing the efficacy of
standard danazol and modified triptorelin regimens for postoperative disease
management of moderate to severe endometriosis. Fertil Steril 2004;81:
1522–7.

[13] Cobellis L, Razzi S, Fava A, Severi FM, Igarashi M, Petraglia F. A Danazol-loaded
intrauterine device decreases dysmenorrhea, pelvic pain, and dyspareunia
associated with endometriosis. Fertil Steril 2004;82:239–40.

[14] Campo S, Campo V, Gambadauro P. Short-term and long-term results of
resectoscopic myomectomy with and without pretreatment with GnRH
analogs in premenopausal women. Acta Obstet Gynecol Scand 2005;84:
756–60.

[15] Vercellini P, Perino A, Consonni R, Trespidi L, Parazzini F, Crosignani PG.
Treatment with a gonadotrophin releasing hormone agonist before endome-
trial resection: a multicentre, randomised controlled trial. Br J Obstet Gynaecol
1996;103:562–8.

[16] Chimbira TH, Anderson AB, Naish C, Cope E, Turnbull AC. Reduction of
menstrual blood loss by danazol in unexplained menorrhagia: lack of effect
of placebo. Br J Obstet Gynaecol 1980;87:1152–8.

[17] Tinelli FG, Tinelli A, Menis T, Tinelli R, Perrone A. Medical treatment in
abnormal uterine bleeding: evaluation of a GnRH therapy versus danazol
therapy in perimenopausal women. Minerva Ginecol 2002;54:499–504.

[18] Cirkel U, Ochs H, Schneider HP. A randomized, comparative trial of triptorelin
depot (D-Trp6-LHRH) and danazol in the treatment of endometriosis. Eur J
Obstet Gynecol Reprod Biol 1995;59:61–9.

[19] Romer T, Schwesinger G. Hormonal inhibition of endometrium for transcer-
vical endometrial ablation – a prospective study with a 2-year follow-up. Eur J
Obstet Gynecol Reprod Biol 1997;74:201–3.

[20] Rai VS, Gillmer MD, Gray W. Is endometrial pre-treatment of value in improv-
ing the outcome of transcervical resection of the endometrium? Hum Reprod
2000;15:1989–92.

[21] Igarashi M, Iizuka M, Abe Y, Ibuki Y. Novel vaginal danazol ring therapy for
pelvic endometriosis, in particular deeply infiltrating endometriosis. Hum
Reprod 1998;13:1952–6.

[22] Luisi S, Razzi S, Lazzeri L, Bocchi C, Severi FM, Petraglia F. Efficacy of vaginal
danazol treatment in women with menorrhagia during fertile age. Fertil Steril
2009;92:1351–4.

[23] Lobato EB, Gravenstein N, Kirby RR, editors. Complications in anesthesiology.
Philadelphia: Lippincott Williams & Wilkins; 2008.

http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0120
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0120
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0120
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0125
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0125
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0125
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0130
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0130
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0130
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0135
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0135
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0135
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0140
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0140
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0140
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0145
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0145
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0145
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0150
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0150
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0150
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0155
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0155
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0160
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0160
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0160
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0165
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0165
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0165
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0170
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0170
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0170
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0175
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0175
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0175
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0175
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0180
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0180
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0180
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0185
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0185
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0185
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0185
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0190
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0190
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0190
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0190
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0195
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0195
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0195
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0200
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0200
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0200
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0205
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0205
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0205
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0210
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0210
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0210
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0215
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0215
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0215
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0220
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0220
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0220
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0225
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0225
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0225
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0230
http://refhub.elsevier.com/S0301-2115(15)00385-1/sbref0230

	Comparative study of vaginal danazol vs diphereline (a synthetic GnRH agonist) in the control of bleeding during hysterosc...
	Introduction
	Materials and methods
	Statistical analysis

	Results
	Comments
	Funding
	Acknowledgements
	Appendix A Supplementary data
	References


